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Maternal health in Lao PDR: repositioning the goal posts
Anna Scopaz, Liz Eckermann∗ and Matthew Clarke
School of Humanities and Social Sciences, Deakin University, Geelong,
Victoria 3220, Australia
This paper reviews attempts made in the Lao People’s Democratic Republic (PDR) to
achieve Millennium Development Goal (MDG) 5: Improve Maternal Health and its two
targets: (1) to reduce by three quarters the maternal mortality ratio and (2) to achieve
universal access to reproductive health. It will be shown that significant strides have
been made in relation to both the targets, especially in the province of Xayaboury where
the contraceptive prevalence rate is the highest and maternal mortality is the lowest in
the country. That said, it is unlikely that either target will be realised by 2015 for the
nation as a whole. Some of the reasons for this are canvassed such as problems with the
existing health infrastructure and its personnel, the cost of health care, the demographic
profile and cultural expectations of women of childbearing age, geographic barriers, the
absence of communication and transport infrastructure and the influence of international
donors on how monies are expended. As discussions now begin to set the framework
for the post-MDG compact of the international community to address poverty and well-
being, it would be valuable to consider the multiplicity of factors which directly impact
maternal and infant mortality rates (such as family planning, age at first birth, access to
antenatal care and government expenditure on maternal health care) and explain what
causes change, over non-contextualised statistics that simply report changes.
Keywords: MillenniumDevelopmentGoals; Laos;maternal health; reproductive health
JEL classifications: O19, O53
Introduction
One hundred and eighty-nine nations committed themselves to the achievement of a num-
ber of development goals in 2000. By this action, the international community signalled
that it intended to address poverty affecting billions of the world’s population. The Millen-
nium Development Goals (MDGs) emanated from a number of international conferences
held throughout the 1990s. These goals are designed to address many of the multidimen-
sional aspects of poverty and include (1) eradicating extreme income poverty and hunger;
(2) achieving universal primary education; (3) promoting gender equality; (4) reducing child
mortality; (5) improving maternal health; (6) combating HIV/AIDS, malaria and other dis-
eases; (7) ensuring environmental sustainability; and (8) developing a global partnership
for development. These eight goals are to be assessed against 18 targets and 48 indicators.
The international community gave itself until 2015 to achieve these global targets. The
value of the MDGs is therefore that they set out not only a series of goals and targets, but
also a timeline for their achievement. Indeed, this was the first time when the international
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598 A. Scopaz et al.
community had set itself a date bywhich improvements inwell-beingwould be achieved and
towhich theywould be held to account. The importance of theMDGs cannot be understated.
With only a few years left until the end of theMDG timeline, it is now clear which goals will
be achieved and which goals will be missed. Also, as 2015 approaches, a new post-MDG
framework is being constructed. In this environment of analysis and reflection, it is useful to
focus firmly on both the MDG ‘successes’ and ‘failures’ in order to better understand why
these outcomes occurred and how a future post-MDG international framework, addressing
both poverty alleviation and well-being enhancement, might be structured.
This paper reviews attempts made in the Lao People’s Democratic Republic (PDR)
to achieve MDG 5: Improve Maternal Health and its two targets: (1) to reduce by three
quarters the maternal mortality ratio (MMR) and (2) to achieve universal access to repro-
ductive health. It will be shown that significant strides have been made in relation to both
the targets, especially in the province of Xayaboury (Perks et al. 2006) where the contra-
ceptive prevalence rate is the highest and ‘maternal mortality is the lowest in the country’
(Save the Children 2011), but it is unlikely that either target will be realised by 2015 for
the nation as a whole. Some of the reasons for this are canvassed such as problems with
the existing health infrastructure and its personnel, the cost of health care, the demographic
profile and cultural expectations of women of childbearing age, geographic barriers, the
absence of communication and transport infrastructure and the influence of international
donors on how monies are expended. The paper relies heavily on the use of statistical data
to illustrate specific points, yet it is highly critical of slavish adherence to statistics to the
exclusion of contextualising qualitative data. The sole reliance on statistical data to evaluate
the ‘success’ or ‘failure’ of a project can ignore the complex set of circumstances which
influence the result. As discussions now begin to set the framework for the post-MDG
compact of the international community to address poverty and well-being, it would be
valuable to consider the multiplicity of factors which directly impact maternal and infant
mortality rates (such as family planning, age at first birth, access to antenatal care and
government expenditure on maternal health care) and explain what causes change, over
non-contextualised statistics that simply report changes.
Maternal health in Lao PDR
The importance of maternal and child health to development and human rights has been
internationally accepted for over six decades since the Universal Declaration of Human
Rights was adopted by the United Nations (UN) in 1948. The declaration made clear that
‘motherhood and childhood are entitled to special care and assistance’ (UN 1948). Yet,
despite the commitment to maternal and child health, there has been little understanding of
the scale of the problem in low- and middle-income countries (LMICs) in the mid twentieth
century. One of the reasons for this lack of appreciation was the dearth of reliable data on
vital statistics frommany of the developing countries (Rosenfield andMin 2009, p. 10). The
World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) first
generated global and regional estimates of maternal and child mortality in 1986 and revised
these figures in 1996. This focused the international community’s attention on maternal and
child mortality, but the data driving action and debate was, and continues to be, derived from
complex mathematical modelling. Therefore, the MMR (number of deaths per 100,000 live
births) for Lao PDR is not definitive but an educated ‘best guess’.
To further complicate this, it is also evident that there is disagreement around ‘best
guesses’. Different agencies generate and publish their own ‘best guesses’ which confuses
the analysis around the achievement of theMDGs in Lao. The United Nations Development
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Table 1. MMR Lao PDR 1990–2008.
Year 1990 1995 2000 2005 2008
MMR 1200 970 790 650 580
Source: WHO 2010, p. 28.
Programme’s (UNDP) 2010, Human Development Index: Country Profiles, states that the
MMR for Lao PDR is 660 (UNDP 2010b, p. 8). In another UNDP report, the MMR is
reported as being 405 (UNDP 2010a, p. 113). Indeed, the Lao Ministry of Health (MoH)
continues to state in official publications that its MMR is 405 (MoH 2009, p. 2). Whilst
this figure was initially accepted and published by WHO (Perks et al. 2009), it differs from
the Institute for Health Metrics and Evaluation, University of Washington, estimate for
Lao PDR of 339 (Hogan 2010, p. 1614). Moreover, a UN facts sheet on Lao Progress to
Millennium Development Goals, published in February 2010, stated that the MMRwas 530
(UNDP/Lao 2010).
In order to eliminate such confusion and establish base-line data for all LMICs, a 2010
WHO project combined WHO, UNICEF, UNFPA and World Bank data to identify trends
in maternal mortality for a range of countries for the period 1990–2008 (see Table 1). This
project updated, revised and improved previous methods of data collection, collation and
estimation. Extensive consultations took place with LMICs during July–August 2010 to
provide them all with the opportunity to review their new country estimates and to give
them the chance to provide additional data not previously made available to the Maternal
Mortality Estimation Inter-Agency Group (MMEIG) and the Technical Advisory Group
(TAG). The figure continues to be debated by all stakeholders, but WHO is now using 580
MMR as its official estimate for Lao PDR. Since the UN is the driving force for action on
MDGs, its figures are the ones that will be used in an international context to measure the
progress of all LMICs towards meeting any MDG or their associated targets. Whilst the
WHO statistics may remain contested internally, they will be the ones adopted by all UN
agencies. In the end, it is a moot point which figure is used because all estimates of MMR
indicate that Lao PDR will not meet its MDG 5 target for maternal mortality.
Comparing MMR in Lao PDR with selected countries
Lao PDR is a landlocked country sharing borders with Vietnam, Cambodia, China, Myan-
mar and Thailand, but Lao PDR records far worse outcomes than any of its neighbours in
relation to maternal mortality. MMR rates in Lao PDR have been higher than those of its
neighbours in 1990, 1995, 2000, 2005 and 2008. China and Vietnam are on track to reduce
maternal mortality by three quarters by 2015, Lao PDR and Cambodia have been identified
as making steady progress and only Myanmar has made insufficient progress (see Table 2).
It is in the category of lifetime risk of maternal death that the results are most startling
with one in every 49 women in Lao PDR who gives birth being at risk of dying. Lao
PDR performs only marginally better than many African least-developed countries. Of the
33 listed least-developed countries in Africa, only Comoros, Djibouti, Equatorial Guinea,
Eritrea, Lesotho and Togo have lower MMR rates and lower lifetime risk of maternal
death than Lao PDR. Benin, Burkina Faso, Ethiopia, Madagascar, Malawi, Mauritania,
Mozambique, Rwanda, Senegal, Uganda and Zambia also have lower MMRs than Lao
PDR, but all have a slightly higher lifetime risk of maternal death (WHO 2010, pp. 23–26).
When compared with the 15 least-developed countries in Asia and one in Latin America
and the Caribbean, with the exception of Afghanistan, Lao PDR rates are significantly worse
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600 A. Scopaz et al.
Table 2. Comparing MMR rates in Lao PDR with neighbouring country.
Progress towards Lifetime risk
improving maternal of maternal
Country 1990 1995 2000 2005 2008 health death 1 in:
Lao PDR 1200 970 790 650 580 Making progress 49
Cambodia 690 640 470 350 290 Making progress 110
Vietnam 170 120 91 66 56 On track 850
Thailand 50 52 63 51 48 Not categorisedi 1200
China 110 82 60 44 38 On track 1500
Myanmar 420 350 290 250 240 Insufficient progress 180
Data source: WHO 2010, pp. 23–28.
than most. Timor-Leste, despite having a lowerMMR, has a higher lifetime risk of maternal
death than recorded in Lao PDR. Even Bangladesh, Nepal, Yemen and Haiti, all singled out
for special attention by international aid agencies for maternal health interventions, have
better MMR and lower lifetime risk of death resulting from childbirth than women living
in Lao PDR (see Table 3).
Whilst very helpful with providing a ‘big picture’, statistics also often mask the human
face of issues they seek to describe. The reality of the figures discussed to this point is
half a million (M) women and girls dying annually due to complications of pregnancy
and childbirth. It is estimated that in Lao PDR, two to three women die per day either
during childbirth or within six weeks following delivery. The Lao MoH places the figure at
approximately 800 mothers dying per year or two deaths per day (MoH 2009, p. 2).
Patcharanarumol et al. stated that ‘Loss of a family member or impairment of their
functioning can undermine overall livelihoods and thus contribute to household impover-
ishment’ (2009, p. 227). They later go on to describe the loss of a productive member of the
Table 3. Comparison of MMR and lifetime risk of death for least-developed countries in Asia and
Latin America and the Caribbean.
Lifetime risk of
Country Estimated MMR maternal death 1 in:
Afghanistan 1400 11
Bangladesh 340 110
Bhutan 200 170
Cambodia 290 170
Kiribati No data No data
Lao PDR 580 49
Maldives 37 1200
Myanmar 240 180
Nepal 380 80
Samoa No data No data
Solomon Islands 100 230
Timor-Leste 370 44
Tuvalu No data No data
Vanuatu No data No data
Yemen 210 91
Haiti (Latin America &
the Caribbean)
300 93
Source: WHO 2010, pp. 23–26.
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household as a ‘catastrophic health outcome’. The death of a woman of reproductive age can
indeed be devastating for the household. Women contribute significantly to the domestic
economy and are vital members of household production. In the subsistence economy of
rural villages, women work long hours in the fields as agricultural labourers (Viengsakhone
et al. 2010, p. 55).
In 1999, WHO/UNFPA/UNICEF and World Bank issued a joint statement in which
they observed the following:
High levels of maternal mortality are not only a ‘woman’s problem’. Poor maternal health
and its inevitable corollary – poor infant and child health – affect everyone. Women are the
mainstays of families, the key educators of children, healthcare providers, carers of young and
old alike, farmers, traders, and often the main, if not the sole, breadwinners. A society deprived
of the contribution made by women is one that will see its social and economic life decline, its
culture impoverished, and its potential for development seriously limited. (p. 5)
The joint statement goes on to note the following:
Maternal death has implications for the whole family and an impact that rebounds across
generations. The complications that cause the deaths and disabilities of mothers also damage
the infants they are carrying . . . Recent improvements in infant mortality rates have been
largely the result of immunization against the diseases of childhood and better control of
diarrhoeal diseases; by contrast, early neonatal mortality rates have changed little. (p. 18)
Driving the statistics
To understand what drives these statistics and why the Goals associated with maternal
health have not been achieved in Lao PDR, it is necessary to analyse the drivers of maternal
health outcomes. In this sense, it is possible that new approaches to measuring and assessing
maternal health might be required for the post-MDG framework, such as quality and cost
of services and quality of life outcomes.
Family planning
Family planning was identified at the 15th International Conference on Population and
Development (ICPD) in 1994 as a priority area for the reduction of maternal deaths. It is
also a specific target for theMDGofmaternal health in terms of achieving universal access to
reproductive health. However, in Lao PDR, other competing strategies to reduce maternal
and child deaths have been given priority, including the 2000 initiative to implement a
multisectoral approach to achieve primary health care. According to Rosenfield and Min
(2009, p. 6), this initiative was not successful. The focus turned to training birth attendants,
but due to limited success in reducing overall MMR, an emphasis was then placed on
providing pregnant women with access to trained emergency obstetric care. In 2009, the
Global NGO Forum held in Berlin reaffirmed the need to specifically focus attention
on reproductive health matters (Global Partners in Action 2009). It is their claim that
maternal mortality could be reduced by a third through effective family planning to prevent
unintended pregnancies.
The UNFPA (2004) defines its reproductive health activities and services in Lao PDR
as providing the following:
• Family planning education, counselling and services;
• Education and services for antenatal, safe delivery and postnatal care and health care
for infants and women;
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602 A. Scopaz et al.
• Prevention and management of abortion complications;
• Treatment of reproductive health conditions;
• Prevention and treatment of reproductive tract infections and HIV/AIDS; and
• Information, education and counselling on human sexuality and responsible parent-
hood.
Strategies for promoting reproductive health information and programmes have been
developed in consultation with the Lao Primary Health Care Network in order to estab-
lish management teams for co-ordinated programme implementation at central, provincial
and district levels. The Network co-operates with the Lao Women’s Union to work with
village volunteers in order to disseminate basic information on reproductive health. They
collaborate with the Lao Youth Union in order to increase the knowledge and awareness
of reproductive health and rights and gender equality amongst young women. This project
is location specific and operates in Saravan, Sekong and Attapeu provinces and Vientiane
Capital. Some improvements have been made, especially in Vientiane Capital, but less
success has been recorded in the three southern provinces (UNFPA 2007).
Sterilisation rates of only 5% for women, and less than 1% for men, remain extremely
low throughout the country. However, the unmet need for family planning [defined as the
proportion of currently married women who do not want any more children or want to space
their next birth but are not using any contraceptive method; Committee for Planning and
Investment (CPI) 2009, p. 58] is satisfied by more than half the women in all but four of the
country’s 17 provinces. It must be acknowledged that unmarried women are excluded from
this figure. The demand for family planning is least satisfied in Sekong Province where
nearly three quarters of women desire access to modern contraceptive methods but are
unable to gain that access. Attapeu records the second highest unmet need in the country
where potentially 60% of women would use contraceptives if they were better promoted
and appropriate education about their use and possible side effects was provided. Less
than half of demand is satisfied in Savannakhet and Xaysomboun2 provinces (CPI 2009,
p. 60). Explanations regarding the non-use of contraception vary from province to province,
but husband’s disapproval was most commonly cited by women, followed by high costs,
health concerns and inconvenience (CPI 2009, p. 48). Sweet (2009) explains that district
health worker teams do not encourage people to use contraception but do provide basic
reproductive health information by a variety ofmethods such as video, picture books, photos
and youth peer educators. This should be viewed as a positive factor enabling informed
choice rather than official coercion to use contraception. Abortion is not allowed in Lao
PDR and vasectomy is not promoted at all.
There is the need to provide women not only with neonatal and post-natal services, but
also a better quality education, if improvements are to be made in their use of antenatal care,
delivery assistance, post-natal care or use of contraception. Women must be empowered
within the household in order to be able to access any of these resources. Empowerment
of women means they are no longer reliant upon the approval of their husbands, mothers,
fathers, village chiefs or extended families, most commonly the mother-in-law. Most im-
portantly, they must have the financial resources at their disposal to access the health system
when and where it is needed, the right to complain about the quality of service received and
the knowledge and confidence to undertake self-care.
Mother’s age at first birth
The UNDP notes that both mother and child are at greatest risk when pregnancy occurs at
a very young age (UNDP 2010c, p. 171) and entails an increased risk of maternal death or
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Table 4. Age at first birth.
Percentage of women who had given birth by specified exact ages
Percentage who gave first birth by exact age
Current age Percentage who Median age
(years) 15 18 20 22 25 never gave birth at first birth
15–19 19.9 52.8 NA NA NA 47.1 16
20–24 15.1 54.7 75.6 82.4 NA 16.7 18
25–29 10.9 41.1 64.4 80.2 90.8 7.1 19
30–34 10.2 39.4 64.2 78.9 90.8 3.6 19
35–39 7.1 29.4 52.2 69.2 86.2 3.4 20
40–44 6.0 24.6 45.0 62.0 81.1 3.0 21
45–49 4.9 19.6 35.4 49.6 68.1 4.1 22
Total 10.1 37.3 57.8 71.1 82.7 9.0 19
Data source: Lao Reproductive Health Survey, 2005, Table 4.12, p. 40.
physical impairment. Pregnancy in early teens is common in Lao PDR. The 2005 National
Health Survey found that 16.8% of all women aged 15–19 years had given birth at the time
of the survey (CPI 2007, p. 42). It also found that teenage pregnancy closely correlates to
the girl’s low level of education, early marriage, poverty and lack of information regarding
reproductive health (p. 41). Table 4 indicates that the median age at first birth in Lao PDR
is 19, and a little over 10% of adolescents aged 15 already have given birth. In fieldwork
conducted in February and March 2011, Eckermann and Scopaz found that amongst the
Ta Oy and Katang groups in Ta Oy and Samouay districts, in Salavan province, the average
age of first marriage is 15 years.
With half of all women in Lao PDR being married by age 19, it is surprising that the
rate of birth is not higher for this age group. Children born to adolescent mothers are highly
likely to have a low birth weight and to be premature, injured at birth or stillborn and
are associated with delivery complications resulting in higher mortality and subsequent
morbidity and disability associated with vaginal fistula for the young mother (Gubhaju
2010, p. 6). The increased risk of infant death to adolescent mothers is also associated
with their physical immaturity to cope with childbearing and inexperience in childrearing.
Studies have invariably shown that infant mortality rates are generally higher for babies
born to adolescent mothers than for babies born to women in their twenties or thirties.
Access to antenatal care
It is unsurprising that the capital, Vientiane, has the lowest fertility rate, whilst the rural
provinces of Sekong, Saravan and Attapeu have the highest fertility rates in Lao PDR. This
is of course partly a factor of education and literacy. Literacy and high levels of education
are also more common for women of childbearing age in Vientiane Capital than in all other
provinces. The adult literacy rate in Lao PDR in 2005 was 73% and female literacy rates
were 63%. Literacy rates for women in Sekong province were 48%, in Saravan province
they were 49% and in Attapeu Province they were 52%3 [MPI (Ministry of Planning &
Investment)/UNDP 2009, p. 227]. However, this is not the most dominant reason.
It is well known that urbanwomen accessmaternity healthcare facilitiesmore frequently
than those in rural and remote regions. Themajority of pregnant women inVientiane Capital
are able to reach a medical facility within one hour, whilst 70% of women living in Saravan
Province, 60% of those living in Sekong Province and 65% of women living in Attapeu
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604 A. Scopaz et al.
Province are required to travel for more than one hour to the nearest medical facility.
These three provinces rank as the fourth, fifth and sixth provinces in the country with the
least accessibility to fully equipped medical facilities (CPI 2009, p. 17). The reality is
that throughout Lao PDR, many women must travel for several hours, and some for several
days, before they can access antenatal care or assistance with the delivery of their baby. This
inevitably has a major impact on when, where and why women access antenatal, delivery
and post-natal care. For example, over 90% of mothers in Vientiane Capital received some
form of antenatal care compared with only 6.5% of women in Phongasly Province in
the north, 15% in Attapeu Province, 18% in Saravan Province and 20% in Sekong Province
(CPI 2009, p. 74). Indeed, women are least likely to receive any form of antenatal care
in the southern provinces than women in the northern or central regions. Moreover, in all
provinces, if antenatal care was accessed, it most commonly occurred in the 3–5 months’
stage of pregnancy and was least likely to occur in the eighth month of pregnancy or beyond
(CPI 2009, p. 75). Further, women in Vientiane Capital are the least likely to give birth in
their own home with only 25.9% choosing to do so, whereas over 95% women in Attapeu
Province, over 90% women in Sekong Province and over 85% women in Saravan Province
have home births (CPI 2009, p. 76) and in some cases these births take place in temporary
birthing huts outside the home or in the forest without any assistance. This can be attributed
not only to their lack of education or literacy levels, but also to the lack of access to good
quality, affordable, reliable, culturally acceptable and appropriate health care.
Government expenditure on maternal health care
The UN acknowledges that ‘giving birth safely is largely a privilege of the rich’ (UN 2009,
p. 26). There is significant inequality between rich and poor in terms of access to health
care in Lao PDR. Its provision of obstetric services and family planning programmes for
the poor is heavily dependent on donor funding. Less than 3% of government expenditure
in 2007 was spent on health care (WHO 2009, p. 3) which equates to 0.4% of Lao PDR’s
gross domestic product (GDP; MoH 2009, p. 8). WHO estimates that households cover
approximately half of total health expenditure, donors one third, the government 15%,
whilst the remainder is funded through health insurance programmes (WHO 2009, p. 3).
WHO claims that the Lao government’s health expenditure is low at less than $1 per capita,
per year, and the fee exemption system for the poor is ineffective.
The Lao health system officially endorsed a national policy in 1995 on user fees and
exemptions for the poor. It has been found that poor households refrain from seeking care
because they cannot pay medical fees, whilst others are able to manage payments only by
using coping strategies that may have negative impacts on household livelihood status, such
as using savings, selling assets and borrowing money (Patcharanarumol et al. 2009, p. 213).
But, even very poor villagers do not recognise themselves to be the worst off. In a recent
study of illness in four villages in Lao PDR, Patcharanarumol et al. found that:
The villagers strongly believe in the principle of paying user fees at point of service and did
not consider exemption from fees as an option. The villagers inferred that they, the poor,
were not eligible for exemptions because the mechanism was only for the ‘destitute’. This
emphasises that the households’ perspective of entitlement is a key factor in the successful
implementation of an exemption policy . . . national policy on exempting the poor might be
interpreted differently by policy makers, providers and households. (2009, p. 227)
Financing health programmes so there is no need for a user pays regime could be one
strategy to encourage greater use of health care initiatives. This is currently under debate
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within the Lao MoH, and the costings of providing free maternal care are being calculated.
A greater alignment between policy makers, providers and users is certainly required. It has
been found that there is a lack of synergy between national stated priorities such as child
and maternal health and the strong focus of external partners on selected campaigns such
as financing communicable disease programmes such as HIV (Mounier-Jack et al. 2010,
p. 138), even though at present it does not pose a serious health risk within the country.
An integrated strategy to address child and maternal health issues has been proposed
by the Global Campaign for Health.4 It has identified five main packages of maternal and
newborn health services requiring accelerated implementation. These are as follows:
1. Comprehensive family planning, including advice, services and supplies
2. Safe abortion services, where abortion is legal
3. Antenatal care
4. Quality care at birth, including skilled attendance and emergency obstetric and
neonatal care
5. Postnatal care formother and baby. [TheGlobalCampaign for theHealthMillennium
Development Goals (GCH) 2009, p. 52]
The Global Campaign for Health stresses that these packages of care should
be prioritised and provided across all levels of the health sector, from household to hospital
levels, and cannot be implemented in isolation from strengthening the health system. The
packages include health system interventions such as workforce management, development
of infrastructure, and support for financing systems such as insurance and family incentive
programmes – enabling access to medicines, supplies and diagnostic tests. Given that mortality
risks for mothers and babies are highest in the critical hours before and the first 48 hours after
birth – it is important to focus on Quality Care at Birth, including skilled attendance and
emergency obstetric and neonatal care at delivery. (2009, p. 52)
The health system in Lao PDR is dominated by the public health system and has four
administrative strata: central, provincial, district and health centre levels (Mounier-Jack
et al. 2010, p. 138). Perks et al. (2009, p. 85) explain that an attempt was made to scale up
the primary health care system in Lao PDR through strengthening the provincial and district
hospitals by training health staff and providing the necessary infrastructure, equipment and
essential drugs. It was thought that a functional system would enable referral from the
village level with confidence. The initial focus was on strengthening the skills of the
provincial management team, which conducted training for district teams and dispensary
staff and trained village health volunteers and traditional birth attendants.
The Lao PDR MoH itself acknowledges that there has been a lack of clear manage-
ment policies and regulations and limited maternal, neonatal and child health programme
co-ordination and planning. Lack of investment in health workforce development has sig-
nificantly hampered attempts to improve maternal and child health initiatives, salaries for
health workers are extremely low and the budget provided for health facilities is insuffi-
cient to cover all expenses including basic maintenance (MoH 2009, p. 8). For example in
Toumlan District Hospital, in March 2011, there was no water supply because both district
and provincial finances were insufficient to fix a water pump which had been broken for
months (Eckermann et al. 2011).
An assessment of skilled birth attendants in 2008 revealed that their overall obstetric
competencies ranged from 51% to 84% with the exception of the management of the third
stage of labour which was only 22% competent. In 2009, the UNFPA claimed that there
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were currently only 86 trained midwives and a small number of hospitals equipped to
deal with difficult complications during childbirth. In some cases, midwives received only
five days of training (Eckermann et al. 2011). The very low rates of trained midwives
can be partially explained by the absence of any formal professional midwifery training
taking place between 1988 and 2009. During the intervening period, midwifery training
was subsumed in general mid-level nurse training (WHO 2007, p. 19). Nonetheless, the
overall lack of training of health sector workers, their lack of skills, their lack of motivation
arising from their low pay and status and often their lack of tolerance of the poor or women
from ethnic minorities (Sychareun et al. 2009), as well as the overall low-level service they
provide and the paltry state of much of the medical equipment (including birthing beds;
Eckermann et al. 2011), it is hardly surprising that women refuse to engage with the formal
health care system.5
Smith andHyre (2009, p. 526) provide a comprehensive discussion on some of themany
barriers in developing and maintaining a competent maternal and child care workforce and
the factors that influence the performance of health workers including incentives for per-
formance (both monetary and motivational), skills and knowledge training, organisational
support from management, job expectations and regular feedback to allow them to assess
how they are performing. Without strong institutional support for frontline health workers,
it will be next to impossible to make a real impact on addressing MDG 5 in Lao PDR.
Such institutional support requires not only political will, but also the financial resources
available to dedicate specifically to maternal and child health initiatives. However, care
must be taken that a focus on improving health infrastructure and systems is not imposed at
the expense of overall health outcomes. For example, performance-based funding by donor
organisations has been identified as a means of improving the overall human resource
management and increasing health worker numbers and quality in LMICs which, in turn,
influences the overall health outcomes of the poor.
Meessen et al. claim that ‘Performance-based funding . . . fits into the Millennium
Development Goals aid paradigm and global efforts for rapid progress on a few key indi-
cators’ (2011, p. 153). They also claim that significant improvements have been recorded
in the health infrastructure of Rwanda, Burundi and the Democratic Republic of Congo
where performance-based funding has been used for several years, but they fail to specify
which MDG target indicators have benefited through performance-based funding in these
countries. Rwanda records an MMR of 540 with a lifetime risk of death at 35, Burundi
records an MMR of 970 with a lifetime risk of death at 25 and the Democratic Republic
of Congo records an MMR of 670 with a lifetime risk of 24 (WHO 2010, pp. 23–26).
Performance-based funding can lead to greater transparency and accountability by recipi-
ent governments to international donor agencies, but it does not necessarily translate into
the improved health outcomes of the people and better quality of care. However, ensuring
community-based generation, ownership and leadership of initiatives to improve mater-
nal health outcomes has resulted in dramatic improvements in outcome as witnessed in
Xayaboury Province (Perks et al. 2006).
International donor contributions to maternal and child health care provision
It has been estimated that overall donor spending on activities related to maternal, newborn
and child health was $1990M in 2004, representing just 2% of the gross aid disbursement to
LMICs (Lawn et al. 2007, p. 554). Such a level of aid to maternal, newborn and child health
is inadequate to provide more than a small portion of the total resources needed to reach
MDG 4 and 5 targets. There are currently 52 countries and international organisations and
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a further 66 international non-government organisations contributing around $708.76 M
to support projects in Lao PDR. Seven countries and four international organisations each
donated in excess $20 M to Lao PDR in 2009: Japan (88.6 M), Thailand (87.91 M), Asian
Development Bank (65.49 M), IMF (61.95 M), World Bank (40 M), Germany (36.23 M),
Republic of Korea (33.69 M), European Commission (25.8 M), Australia (24.4 M), China
(24 M) and India (21 M). Of these, only the Asian Development Bank and the World Bank
identify maternal health as a specific priority area, therefore of the $509.06 M provided
by the 11 largest funders, only a small amount is dedicated to support maternal health
programmes. WHO provided $4.9 M and identified maternal, neonatal and child health as
specific priority areas for funding along with eight other priority areas. The UNFPA divided
$2.6M between poverty reduction, gender development, health and education programmes,
along with the specific priority areas of maternal and child health and training skilled birth
attendants. In contrast to the four donors specifically prioritisingmaternal and child survival,
nine of the 52 international donor organisations focus on targeting HIV/AIDS.
LMIC governments are all too aware of the problems with implementing donor-funded
programmes which produce only short-term results (Phathammavong et al. 2010, p. 714).
Projects which are more difficult to evaluate, or longer term in scope, implementation and
unable to identify measurable outcomes in a short timeframe, are unlikely to be funded.
This may be why poverty alleviation has been identified as a specific priority by only nine
of the international donor organisations supporting Lao PDR. Poverty alleviation is the one
target which will inevitably directly affect all the other MDG targets, but it cannot and must
not detract specific attention from other areas in desperate need.
Bradbury and Clark (2009, p. 399) have made the acute observation that ‘constructing
development (and developing countries and people) in terms of the MDGs has had the
tendency to spawn floods of data but a drought of understanding’. Statistics tell us that
with less than four years to go before the deadline to achieve the MDGs, the aim for 75%
reduction in global maternal mortality is the target most behind schedule (Den Hollander
2010). Specifying targets has set up many countries for unavoidable ‘failure’. Donors see
lack of progress towards a specified target and decide to refocus their attention on another
area which can be more easily addressed and measured. For example, whilst Lao PDR is
judged by the UN to be unlikely to meet MDG 2 Achieve Universal Primary Education,
MDG 3 Promote Gender Equality and Empower Women, MDG 5 Improve Maternal Health
or MDG 7 Ensure Environmental Sustainability, it has acknowledged that it is possible
that MDG 1 Eradicate Extreme Poverty and Hunger and MDG 4 Reduce Child Mortality
are possible and only MDG 6 Combat HIV/AIDS, Malaria and Other Diseases is on track
(UNDP 2010a, p. 13). As previously explained, nine of the 52 international donors focus
their energies, and expend their monies, on the fight against HIV/AIDS. Yet, in 2003, in
Lao PDR, there were only 1212 HIV positive, 670 AIDS cases and 482 persons who died
of AIDS (MoH 2004, p. 4). Furthermore, in the total adult population, HIV prevalence at
the end of 2007 was only 0.2% (AusAID 2010). A cynical appraisal of why such a focus
by international agencies remains fixed on combating HIV/AIDS in a country where it is
rare is because of the threat it poses to the developed world. Further cynicism would also
force questioning of whether the focus on HIV/AIDS and other communicable diseases
is because of the corresponding profits they generate for pharmaceutical companies. The
pharmaceutical industry also has clear financial interests in projects which purchase costly
antiretroviral drugs.
The targets ascribed to the MDGs have been frequently accused of being narrow and
have resulted in government policy focusing on the target rather than a more holistic vision
of what is required. For example, MDG 2, Achieve Universal Primary Education, has led
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to the underdevelopment of secondary and tertiary education which could have the greatest
impact on improved income which in turn would impact on every other MDG. Focusing on
child health and maternal health as two separate goals has also impacted upon the way they
have been addressed by international agencies. Waage claims territorial issues have arisen:
WithinWHO, the leading technical agency, maternal health is split betweenMaking Pregnancy
Safer, the Human Reproduction Programme, and (for newborn babies) the Department of Child
and Adolescent Health. Among agencies with funds for implementation, both UNICEF and
the UN Population Fund (UNFPA) have a role, which can be crudely defined as UNICEF
being concerned with antenatal and postnatal care, and UNFPA with delivery care. In practice,
activity depends on strengths in country. UNICEF adopts a community focus, the UNFPA staff
traditionally have reproductive health rather than maternal health expertise. (2010, p. 12)
Despite UN involvement in all LMICs, a crucial gap remains in the funding of health
services aimed at reducing maternal and child mortality. Bhutta (2010, p. 2042) states that
only five LMICs are devoting more than 15% of their national budgets on health and only
five countries have household out-of-pocket expenditures of less that 15%. Clemens et al.
(2007, p. 745) claim that in most LMICs government expenditures as a percentage of GDP
would have to reach as much as 16.5% if any impact is to be made on MDG 4 and MDG 5.
This is a level greater than any government in the world spends on health. The proportion
of GDP spent on health in Lao PDR is 0.4% (about $1.5 per capita per annum; MoH
2009, p. 8). As a result, the health system is unable to support maternal, neonatal and child
health, it cannot train skilled health workers or provide an adequate number of doctors or
nurses, and it cannot fully resource central or district hospitals or health centres. Important
initiatives, such as the Silk Homes which provide a place for pregnant women to wait until
their baby is born in order to be in easy reach of skilled obstetric care if the need arises,
are at risk of becoming run down. Unable to be fully supported by the government, and
not attracting sufficient funding from external donors, the important contribution they have
made to the health and well-being of women and their families throughout southern Lao
PDR is under real threat (Eckermann et al. 2011).
It is essential that funding agencies remain committed for the long term and support
initiatives for prolonged periods. Real gains have been made in Lao PDR in improving
MMR and child and infant mortality rates. The MoH is proposing a fully funded maternal
and child health policy to commence in 2012 but the details of this initiative are still being
debated. The overall MMR has been reduced from 1200 in 1990 to 580 in 2008. This
represents an overall 51.66% reduction. This figure does not match the MDG goal of a
reduction by 75%, but there should be some celebration that a steady decrease is occurring
each year. One of the major flaws with having specified targets is that unless they are
reached the result is interpreted as a failure. With failure there is a reluctance to continue
to fund programmes which have not, and cannot, provided instant results.
Conclusion
It is clear now that despite efforts of local communities, non-governmental organisations,
donors, provincial and national governments, multilateral organisations and the wider in-
ternational community, a significant number of the world’s nations will not successfully
achieve all the MDGs. This ‘failure’ provides an opportunity to learn what could be done
differently in the future to enhance the circumstances of the poor.
In Lao PDR, the MDG for maternal health will not be achieved. Notwithstanding
the great uncertainty associated with the statistics surrounding maternal health, it is clear
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that there continue to be a number of contributing factors to this failure. It is necessary
therefore, when setting the framework for the post-MDG international compact on poverty
alleviation and well-being enhancement, that a renewed emphasis be placed on the drivers
of maternal health and quality of services and outcomes for women. Rather than focussing
on quantitative output indicators (maternal deaths), greater emphasis should be placed on
quality outcomes and input indicators. Indicators highlighting the importance of the age
of first childbirth, access to antenatal care, government funding of maternal health, quality
and acceptability of health care and donor support for maternal health programmes should
be added to existing indicators of access to reproductive health.
An emphasis on these drivers will shift the focus away from statistical analysis – and the
weaknesses inherent in this – and ensure a greater commitment is made to improving the
activities that actually affect maternal health outcomes, including quality of life. Moreover,
it will be more obvious that these drivers will differ from country to country and so ensure
that the MDGs are more explicitly country specific.
Lao PDR may ‘fail’ to meet its MDG targets of reducing maternal mortality by three
quarters and achieving universal access to reproductive health by 2015. However, over the
past decade, it has achieved great improvements in maternal outcomes resulting in fewer
women and girls dying as a result of complications of pregnancy and childbirth, and greater
access to reproductive health. But with two women dying each day, it is still necessary that
more should be done and greater support be given to protect these women. Better data-
gathering procedures will give a clearer picture of the actual MMR (than that provided by
‘best guessing’), and examining the processes leading to maternal deaths will provide more
specific indicators for preventing deaths. On the eve of the target dates for the MDGs, it is
necessary to move beyond mortality as the only benchmark of maternal health outcomes.
Little is still known about levels of maternal morbidity and disability and the quality of life
outcomes for pregnant and recent parity women in Lao PDR. Gauging progress on these
dimensions will involve a rethinking of MDG priorities and repositioning the goal posts
beyond quantification to include measures of quality of outcome, processes and services.
Notes
1. Countries with MMR < 100 in 1990 are not categorised (WHO 2010, p. 32).
2. Xaysombourn was a special zone which ceased to exist in January 2006 when its two remaining
districts were absorbed into neighbouring Vientiane and Xieng Khoung provinces, respectively,
but it continues to be referred to as a separate reporting area within many official publications.
3. Literacy rates also differ significantly between ethnic groups in these provinces.
4. The Global Campaign for Health is an alliance formed by global leaders in 2007 to focus on the
three health-related Millennium Development Goals. It is currently led by the Prime Minister of
Norway, Jens Stolzenburg.
5. It must be acknowledged that there are multiple factors which influence a woman’s decision to
have a medically assisted birth. Cultural beliefs, lack of access and expense are all important
considerations. For a detailed discussion of these refer to Eckermann (2006, 2010) where she
describes the role of the Silk Homes in southern Lao PDR as an innovative solution to encourage
women to have ready access to expert help should the need arise.
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